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HOSPITAL WASTE MANAGEMENT -A GROWING HEALTH CONCERN 


Dr. Sofia Shehzad 


In this era of startling developments in the medical field there remains a serious worry about 
the hazardous potential of various by products which if not properly addressed can lead to 
consequences of immense public concern. Hospitals and other health care facilities generate waste 
products which are evidently hazardous to all those exposed to its potentially harmful effects. Need 
for effective legislation ensuring its safe disposal is supposed to be an integral part of any country's 
health related policy. This issue is of special importance in developing countries like Pakistan which 
in spite of framing various regulations for safeguarding public health, seem to overlook its actual 
implementation. The result unfortunately is the price we have to pay not only in terms of rampant 
spread of crippling infections but a significant spending of health budget on combating epidemics 
which could easily have been avoided through effective waste disposal measures in the first place. 

Waste classified under the heading 'bio-hazardous' includes any infectious or potentially 
infectious material which can be injurious or harmful to humans and other living organisms. 
Amongst the many potential sources are the hospitals or other health delivery centres which are 
ironically supposed to be the centres of infection control and treatment. Whilst working in these 
setups, health care workers such as doctors, nurses, paramedical staff and sanitation workers are 
actually the ones most exposed and vulnerable to these challenges. 

Biomedical waste may broadly be classified into Infectious and toxic waste. Infectious waste 
includes sharps, blood, body fluids and tissues etc while substances such as radioactive material 
and by-products of certain drugs qualify as toxic waste. Furthermore health institutions also have 
to cater for general municipal waste such as carton boxes, paper and plastics. The World Health 
Organisation has its own general classification of hospital waste divided into almost eight 
categories of which almost 15% (10% infectious and 5% toxic) is estimated to be of a hazardous 
nature while the remaining 85% is general non hazardous content.' A recent study from Faisalabad, 
Pakistan has estimated hospital waste generation around 1 to 1.5 kg / bed /day for public sector 
hospitals in the region,” while figures quoted from neighbouring India are approximately 0.5 to2 KG 
/ hospital bed /day.* Elsewhere in the world variable daily hospital waste production has been 
observed ranging from as low as 0.14 to 0.49 kg /day in Korea* and 0.26 to 0.89 kg/day in Greece® 
to as high as 2.1 to 3.83 kg/day in Turkey® and 0.84 to 5.8 kg/day in Tanzania.’ 

Ill effects of improper management of hospital waste can manifest as nosocomial infections 
or occupational hazards such as needle stick injuries. Pathogens or spores can be borne either 
through the oro-faecal or respiratory routes in addition to direct inoculation through contact with 
infected needles or sharps. Environmental pollution can result from improper burning of toxic 
material leading to emission of dioxins, particulate matter or furans into the air. The habitat can also 
be affected by illegal dumping and landfills or washing up of medical waste released into the sea or 
river. Potential organisms implicated in diseases secondary to mismanagement of hospital waste 
disposal include salmonella, cholera, shigella, helminths, strep pneumonia, measles, tuberculosis, 
herpes virus, anthrax, meningitis, HIV, hepatitis and candida etc. These infections can cause a 
considerable strain on the overall health and finances of the community or individuals affected. The 
basic principal of Public health management i.e ‘prevention is better than cure’ cannot be more 
stressed in this scenario as compared to any other health challenge. Health facilities must have a 
clear policy on hazardous waste management. To ensure a safe environment hospitals need to 
adopt and implement international and local systems of waste disposal. Hospital waste 
management plan entails policy and procedures addressing waste generation, accumulation, 
handling, transportation, storage, treatment and disposal. 

Waste needs to be collected in marked containers usually colour coded and leak proof. 
Segregation at source is of vital importance. The standard practice in many countries is the Basic 
Three Bin System ie to segregate the waste into RED bags/ boxes for sharps, YELLOW bags for 
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biological waste and BLUE or BLACK ones for general/ municipal waste. All hospital staff needs to 
be trained in the concept of putting the right waste in relevant containers/ bags. They need to know 
that more than anything else this practice is vital for their own safety. The message can be 
reinforced through appropriate labelling on the bins and having posters with simple delineations to 
avoid mixing of different waste types. Sharps essentially should be kept in rigid, leak and puncture- 
resistant containers which are tightly lidded and labelled. Regular training sessions for nurses and 
cleaning staff can be organised as they are the personnel who are more likely to deal with waste 
disposition at the level of their respective departments. 

Next of course is transportation of waste products to the storage or disposal. Sanitary staff 
and janitors must be aware of the basic concepts of waste handling and should wear protective 
clothing, masks and gloves etc, besides ensuring regular practice of disinfection and sterilization 
techniques.’ Special trolleys or vehicles exclusively designed and reserved for biomedical waste 
and operated by trained individuals should be used for transportation to the dumping or treatment 
site. 

Biomedical waste treatment whether on site or off site is a specialised entity involving use 
of chemicals and equipment intended for curtailing the hazardous potential of the material at hand. 
Thermal treatment via incinerators, not only results in combustion of organic substances but the 
final product in the form of non-toxic ash is only 10 to 15% of the original solid mass of waste 
material fed to the machine. Dedicated autoclaves and microwaves can also be used for the 
purpose of disinfection. Chemicals such as bleach, sodium hydroxides, chlorine dioxide and sodium 
hypochlorite are also effective disinfectants having specialised indications. 

Countries around the world have their own regulations for waste management. United 
Kingdom practices strict observance of Environmental protection act 1990, Waste management 
licensing regulations 1994 and Hazardous waste regulations 2005 making it one of the safest 
countries in terms of hazardous waste disposal. Similar regulations specific for each state have 
been adopted in United States following passage of the Medical Waste tracking act 1988. In 
Pakistan, every hospital must comply with the Waste Management Rules 2005 (Environment 
Protection Act 1997), though actual compliance is far from satisfactory. It is high time that the 
government and responsible community organisations shape up to seriously tackle the issue of bio 
hazardous waste management through enforcement of effective policies and standard operating 
procedures for safeguarding the health and lives of the public in general and health workers in 
particular. 
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FREQUENCY OF ANXIETY AND ITS RISK FACTORS AMONG WORKING & NON 
WORKING WOMEN OF PESHAWAR 


Nighat Musa’, Yasir Mehmood}, Sofia Kabir2, Asghar Khan? 
1. Kabir Medical College, Peshawar 
2. Sardar Begum Dental College, Peshawar 
3. Technical Support Officer, CDC 
ABSTRACT 


OBJECTIVE: to determine the frequency of anxiety & its risk factors among working and non- 
working women. 


METHODOLOGY: Study design was descriptive observational. The study duration was seven 
months (June — December 2016). It was a community based study. 

Sample size for this study was calculated on 52% prevalence of anxiety Pakistan. A total of 400 
women were selected (200 working and 200 non-working women). A semi structured questionnaire 
was used along wth Taylor manifest anxiety scale as study tool. Data was presented in the form of 
tables and graphs. 


RESULTS: 

The frequency of anxiety was 58%. Anxiety was more among working women than non-working 
women. Most of the women were literate 65.5%. Majority of the women having anxiety were living 
in nuclear family. The age group mosteffected was between 21-35 years (67%), 58% were married, 
single were 34% and 8% were either divorced or wdow. Approximately 58% of women wth anxiety 
had less than 2 children and 42% were having more than 2 children. Approximately 88% women 
wth anxiety belonged from low and middle income group having less than 20,000/-PKR and 20,001- 
50,000/-PKR household income respectively. Only 12% belonged from high group having more 
than 50,001/- PKR. 

Conclusions: Anxiety is more common among working women. Married women living in nuclear 
family system, being single, young age group between 21-35 years, less than 2 children and low 
household income were the key risk factors. 


KEY WORDS: anxiety, risk factors, women, illiteracy 


INTRODUCTION: 
Anxiety is a state of psychological arousal that results when external demands exceed person’s 
capabilities. Generally, it has been observed that women are more at risk of getting stress as 
compare to men. The most likely reason of having stress among working women could be because 
of the dual demanding role of women at workplace and at home. Many sociologists had described 
women as struggling to achieve the male’s work standard, while at 
Correspondence: the same time trying to maintain the perfect wife and mother 
ele aioe standards at home. Anxiety is NOT unknown or uncontrollable 
Contact: 0345-9294158 disease or illness that one candevelop or inherit. Anxiety can results 
Email: nighatmusa@yahoo.com | from a certain style of behavior.‘ 
https://doi.org/10.37762/jgmds.4-2.16 Different research studies had shown that Anxiety disorders are 
common in the general population around the world”. The exact prevalence of anxiety and its 
disorders in Pakistan is not pretty clearly known. Several studies have measured the prevalence of 
anxiety with depression, statistics varying from 7% to 50% in different centers located in urban 
areas® +. 
A study conducted in northern areas of Pakistan by Agha Khan University showed that among 
women anxiety was 25% and anxiety with depression was 17%°. Another study done in Karachi 
showed that anxiety among females was 39.4%°. A study done in Peshawar showed 52% anxiety 
among women of both working and non-working groups’. 





March 201 8-September 2018 4 


FREQUENCY OF ANXIETY AND ITS RISK FACTORS AMONG WORKING & NON WORKING WOMEN OF PESHAWAR JG M DS 


METHODOLOGY: 

A cross sectional study was conducted among working and non-working women in Peshawar. This 
study was conducted over the period of seven (07) months i.e; June - December 2016. A total of 
400 samples were selected based on 52% prevalence of anxiety among Pakistani women. 200 
participants were from working women and 200 were non-working women. 

Subjects were selected by non-probability convenient sampling technique. Interviews were 
conducted by trained field data collectors. 

Informed consent from the participants was taken and confidentiality was ensured. 

Data collection tool was semi structured questionnaire along with the Taylor manifest anxiety scale. 
A pilot study was conducted on 10% of sample size after translating the scale in Urdu for better 
understanding of most of the subjects especially housewives. The questionnaire contained the 
characteristics like age, marital status, education, family system, number of children and household 
income. Taylor manifest anxiety scale has 50 items each having response yes or no. The higher 
score means more anxiety and lower score means less anxiety. The results were reflected in the 
form of tables with percentages. 


RESULTS: 
Out of 400 women (200 working and 200 non- working) studied 253 (58%) were having anxiety. 
Approximately anxiety was found in 75% working and 43% non-working women (Table 1). High 
anxiety according to the scale was found in 37.5% working and 19% non-working women (Table 2). 
Out of 235 women with anxiety most of them were literate (65.5%) having 21% matriculate, 30% 
graduate and 14.5% were having post graduate qualification. Only 34.5% were illiterate (Table 3). 
Statistical analysis of family system showed that 28.5% women were living with joint family system 
and majority of women experiencing anxiety were having nuclear family system 71.5%. 
Independent analysis between working and non-working women showed sametrend of high anxiety 
among nuclear families as compare to joint families (Table 4). 
Majority of the women having anxiety belonged to age group 21-35 years (67%), 25% were having 
age more than 36 years and only 8 % were below 20 years of age (Table 5). Most of the women 
were married with 58%, single were 34% and 8% were either divorced or widow. Regarding marital 
status further analysis of data showed that 50% of women having anxiety among working class 
were not married as compare to 7% of non-working women (Table 6). 
Approximately 58% of women with anxiety had less than 2 children and 42% were having more 
than 2 children. Among working women with anxiety 65.3% of women were having less than 2 
children and 34.7% had more than 2 children as compare to non-working women who had 44.7% 
less than 2 children and 55.3% having more than 2 children (Table 7). Approximately 88% women 
with anxiety belonged from low and middle income group having less than 20,000/-PKR and 20,001- 
50,000/-PKR household income. Only 12% belonged from high group having more than 50,001/- 
PKR. 

TABLE 1: FREQUENCY OF ANXIETY AMONG WORKING AND NON-WORKING WOMEN 


Category Total 
Present Absent 
N(%) N(%) 


150 (75%) 50(25%) 
85 (43%) 115 (67.5%) -200 | 
235 (58% 165 (42% 


TABLE 2: DISTRIBUTION OF SAMPLE BY TMA CATEGORIES 


Normal (low anxiety) 50 (25%) 115 (57.5%) 





75 (37.5%) | 47 (23.5%) 
Abnormal (high anxiety) 75 (37.5%) 38 (19%) 
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TABLE 3: EDUCATION OF WOMEN PRESENTED WITH ANXIETY 


Illiterate 
30(20%) | 33 (22%) | 29(19.3% 


20(24%) | 37 (44%) | 5 (5.8% 
50 (21%) | 70 (30%) | 34 (14.5% 


TABLE 4: FAMILY SYSTEM OF WOMEN PRESENTED WITH ANXIETY 








TABLE 5: AGE OF WOMEN HAVING ANXIETY 


TABLE 6: MARITAL STATUS OF WOMEN PRESENTED WITH ANXIETY 


TABLE 7: NUMBER OF SIBLINGS OF WOMEN PRESENTED WITH ANXIETY 
Category 
[Less than 2 children More than2children| ___ 


TABLE 8: HOUSEHOLD INCOME OF WOMEN PRESENTING WITH ANXIETY 
| | Less than 20,000/month | 20,001-50,000/month | More than 50,001 |_| 











44 (52% 33 (39% 
122 (52% 85 (36% 28 (12% 





DISCUSSION: 

The prevalence of anxiety and depression is universal, but varies in different countries, 
environments, between gender and different age groups. Anxiety is studied along with depression 
in many studies as often the patient experience symptoms of anxiety with depression. Current study 
was purely done on anxiety and its associated factors among women. Study results showed that 
58% of women from both group working and non-working were having anxiety. Almost same results 
were shown in another study conducted in Peshawar with 52% anxiety’. Majority of working women 
were having anxiety (75%) as compare to 41.25% of non — working women. 

It was seen in our study that majority of the women having anxiety belonged from 21 — 35 years of 
age. Almost similar findings were observed in another study showing the highest peak of the 
psychiatric disorders was in the 16-35 years age group®. A systematic review of different papers on 
anxiety and depression also showed that the along with other risk factors, middle age is an important 
risk factor for anxiety and depression®. 
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Low and middle income group was a risk factor for anxiety in our study. Almost 88% belonged from 
low and middle income group as compare to only 12 % from high income group. If we further break 
up the data amongst 88% majority were from low income group i.e; 52%. Similar findings were seen 
by other researchers as shown in a systematic review®. 

Our study has shown that anxiety is more seen in the literate people as compare to illiterate people. 
It was seen that approximately 65.5% were either matriculate or have graduate or post graduate 
degrees. Our results show that educated women are also prone to develop anxiety and its related 
disorders. Another study show opposite results showing that low education is a risk factor for 
anxiety®. However another study conducted in Karachi showed similar results as our study that 
significant level of anxiety could be found in educated class°. 


CONCLUSION: 

Frequency of anxiety among working and non-working women was 59% in Peshawar. It was more 
common in working women as compare to non- working women. Family system, age, low 
household income, marital status was the key risk factors. 


REFERENCES: 

1. Kausar G, Anwar D. stress in Pakistani working women. Journal of culture, society and 
development. 2015; 5 : 58-64 

2. Institute of Medicine: Neurological, Psychiatric, and Developmental Disorders: Meeting the 
Challenge in the Developing World. Washington, DC , National Academy Press; 2001. 

3; Niaz U, Hassan S, Husain H, Siddiqui SS: A cross-sectional study of the frequency of 
psychiatric morbidity in affluent urban population of Karachi. Pak J Med Sci 2004, 20:337- 
344. 


4. Ali BS, Rahbar MH, Naeem S, Tareen AL, Gul A, Samad L: Prevalence of and factors 
associated with anxiety and depression among women in a lower middle class semi-urban 
community of Karachi, Pakistan. J Pak Med Assoc 2002, 52(11):513-517. 


a: Dodani, S., Zuberi, R. W. (2000). Center-based prevalence of anxiety and depression in 
women of the northern areas of Pakistan. Journal of Pakistan Medical Association, 50(5), 
138-140. 

6. Available at: http://ecommons.aku.edu/pakistan_fhs_mc_ded/19 

7. Khan H, kalia S etal. Prevalence and demographics of anxiety disorders: a snapshot from a 


community health Centre in Pakistan. Annals of general psychiatry,2007; 6 (30): 

8. UK Essays. November 2013. Anxiety In Working And Non Working Women Psychology 
Essay. [online]. Available from: https:/Awww.ukessays.com/essays/psychology/anxiety-in- 
working-and-non-working-women-psychology-essay.php?cref=1 [Accessed 14 February 
2018]. 

9. llyas M, Rachel J. Risk factors, prevalence, and treatment of anxiety and depressive 
disorders in Pakistan: systematic review. BMJ, 2004; 328 : 794 

10. Khan MS, Anmed MU, Adnan M. Frequency of generalized anxiety disorder and associated 
factors in an urban settlement of Karachi. JPMA, November 2013;63 (11) : 1451-1455 


March 201 8-Septem ber 2018 7 


KAP STUDY REGARDING ILL EFFECT OF SMOKING OVER THE HEALTH OF PEOPLE PARTICULARLY ORO-DENTAL 
HEALTH AND THEIR PREVENTION 


S 
A NON-OPERATIVE MANAGEMENT OF CHRONIC ANAL FISSURE. 


A STUDY OF 50 CASES AT TWON TEACHING HOSPITAL, PESHAWAR 


Azhar Shah 
1. Town Teaching Hospital 
ABSTRACT 


OBJECTIVES 
Assessment of efficacy of topical 0.2% glyceryl trinitrate ointment in the treatment of chronic anal 
fissure. 


PATIENTS AND METHODS 

A prospective study was carried out at surgical outpatient department Town Teaching Hospital from 
January 2017 to July 2017. Fifty consecutive patients were treated wth 0.2% glyceryl trinitrate 
ointment and reviewed at 3, 6 and 12 weeks interval. Data was collected on a designed 
questionnaire. 


RESULT 

At six weeks fissure healed in 70% patients. There was significant reduction in the symptoms of 
pain, bleeding and irritation. 30% Patient treated was not successful. At 03 months interval there 
was no recurrence wth 70% healing rate. Patients whose fissure healed reported an improvement 
in bodily pain, health perception, vitality and mental health. 


CONCLUSION 

The use of topical 0.2% glycery! trinitrate has proved to be as effective option in managing chronic 
anal fissure wth 70% healing rate in this study bearable side effect and it leads to improvement in 
health related quality of life. 

KEY WORDS: Anal Fissure, glyceryl! trinitrate, Headache. 


INTRODUCTION 

Chronic anal fissure is a common problem that cause significant morbidity. It is characterized by a 
tear or break in the skin of anal canal mostly in the distal one third of anal canal and causes pain 
during defecation and for three to four hours afterwards. Majority of the fissure is acute and resolve 
within six to eight weeks of conservative treatment. However significant minority of fissures become 
chronic and remain a continuing problem for a month or even years. Chronic anal fissure is 
associated with internal anal sphincter hypertonia. Reduction in hypertonia improve local blood 
supply encouraging fissure healing. 





— Chronic and fissure dose not respond to dietary advice alone. The 

Tow n Teaching Hospital aim of treatment is to alleviate sphincter hypertonia and improve 
Contact: 0305-9393135 blood to the fissure area." 

Email: azhari35@hotmalicom | Surgical sphincterotomy is successful in healing the fissure but 

https://doi.org/10.37762/jgmds.4-2.19 require an operation with associated morbidity. It is however 


associated with minor temporary or permanent alteration in control of flatus and occasionally stool, 
in up to 35% of Patients.” 

Glyceryl trinitrate which is most widely used topical agent metabolize to nitric Oxide Stimulate 
relaxation of internal anal sphincter and reduce anal pressure.* 
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METHODOLOGY: 
Fifty consecutive patients with symptomatic chronic anal fissure attending the surgical outpatient 
department were included in this study. Chronic anal fissure was defined on digital rectal 
examination where induration at the edge was visible and horizontal fibers of internal anal sphincter 
could be seen in the base of the lesion. The determination of chronic anal fissure was based on 
history more than three months and the presence of sentinel tag. A pain and a symptom score was 
established on a questionnaire of each patient. 
Exclusion criteria: 

1. Pregnant patients. 

2. Inflammatory bowel disease. 

3. Concomitant first and second degree hemorrhoids were not considered. 

4. Associated complication like abscess, fistulas. 
Prospective study was performed. A written informed consent was given by each patient. Patient 
was advised to apply pea size 0.2% glyceryl triturate ointment on finger and to apply this one 
centimeter inside the anal verge twice daily. 
All patients were reviewed at 3, 6 and 12 weeks interval and objective changes were assessed by 
the inspection of anus to determine the extent of tissue healing. 
The patients were scored according to the severity of the symptoms of pain, bleeding and perianal 
irritation at three, six and twelve week’s interval. Table 1. 
Patients were offered Lateral anal Sphincterotomy who did not respond to treatment. 
All data was entered on SPSS version (15.0) for analysis. The descriptive variables were used to 
calculate frequencies and data was presented as tables and figures. 


RESULTS 

Out of 50 patients 40 (80%) were female, 10 (20%) male. The mean age of patients was 35 (Range 
15 — 70). 38(76%) patient showed excellent response to treatment in term of symptoms. Table 2. 
09 (18%) patients showed partial response. 

03 (6%) patients no response. 

On clinical examination of the patient 35 (70%) patients has complete healing of ulcer, the rest 15 
(30%) has variable response. 

In our study 10 (20%) suffered for headache but responded well to analgesic. At three months follow 
up 38 (76%) patients successfully treated were symptom free. No fissure recurrence. 

The 09 (18%) were not compliant. 03(6%) did not responded to treatment. 


TABLE 1: GENERAL DEMOGRAPHIC DATA OF ALL CASES (n=50) 


History of pain 50(100% 
History of bleeding per rectum | 36(72% 
History of irritative symptoms | 42(84% 


TABLE 2: STATISTICS OF MORBIDITY AFTER TWELVE WEEKS (n=50) 


47 (94% 
Bleeding per rectum | 7 (14% 





Itching /burning 
10(20% 
35(70% 
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S 
DISCUSSION 
Most patients with chronic anal fissure has increase resting anal pressure caused by hypertonicity 
of internal anal sphincter and this seems to play an important role in pathogenesis of anal Fissure. 
The aim of treatment is to decrease the anal hypertonia which may improve the anodenual bold 
flow and heal the fissure. In our present study 40 (80%) were females, 10 (20%) male consented 
for this trial and opted for drug therapy instead of surgery. In our study by the end of the treatment 
35 (70%) has completely healed ulcer. They got benefit from pea size and 0.2% GTN applied to the 
distal part of anal canal and anal verge and shared complete healing at 06 weeks therapy. 
This is comparable with study of Thornton et a.I°, Shaukat et al° and Aziz et al.” but is more reported 
by Simpson et al.° A pea size dose of 0.2% GTN twice daily was associated with constantly lowering 
pain score and better healing rate and is comparable to the result of shrestha et al °. 
Treatment with Glyceryl trinitrate has undesirable side effects mainly headache and is reported in 
different series. The headache is mainly self-limiting occurs within half an hour after application of 
Glyceryl trinitrate and subsides with NSAIDS. In our study 10 (20%) suffered a headache ad 
responded well to treatment. Altmcre et al.’° has reported headache in 40% cases. 
A study conducted by Fazila et al."’ mentioned headache in 20% cases which is comparable with 
our study. The patients were directed to report if any symptoms recurs that were declared disease 
free. Almost 70% of patients were disease free with no recurrence. This is in agreement with study 
by hamza sadiq et al‘. 


CONCLUSION 

Digital application of topical GTN is the first line treatment of chronic anal fissure and is best choice 
for majority of patients with treatment course of six weeks. It's simpleto apply, achieves satisfactory 
healing rate and is cheap, with bearable side effects. 
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ABSTRACTS 

The effects of smoking on human health are serious and in many cases, deadly. There are 
approximately 4000 chemicals in cigarettes, hundreds of which are toxic. The ingredients in 
cigarettes affect everything from the internal functioning of organs to the efficiency of the body's 
immune system; the effects of cigarette smoking are destructive and wdespread. All forms of 
tobacco including cigars, smokeless tobacco, and huka pose dental health concerns 
OBJECTIVES: 

To Assess the knowedge/awareness, attitude and practices (KAP) of people about adverse effects 
of smoking on their health particularly oro-dental health 


METHODOLOGY: 

The study was conducted in two teaching hospital of Peshawar i.e. KCD (Khyber college of dentistry 
and SBDC (Sardar begum dental college).it was a cross sectional descriptive study carried out 
over400 patients who attended the OPD of these hospitals for some reasons. Approval of the study 
was taken from the ethical committees of both the hospitals. Non probability sampling technique 
was adopted for the study. All relevant information about the study was gathered wth the help of 
semi structured questionnaire. Purpose of the study was explained to the patients. The study was 
conducted from May 2016 to November 2016. Patients wth systemic diseases that could affect oro- 
dental health were excluded from the study. Data was presented in the form of tables and graphs. 


RESULTS: 

According to their dentist 52% of study patients had adverse oral hygiene. About 74.5% smokers 
were aware of adverse effects of smoking. 55% of the people who smoke cigarette are 21-30 years 
of age. 26.5% people smoked 1-3 times a day. . In a significant number of patients 41% people 
started smoking because of peer pressure. Mass media had a significant role in developing this 
habit. About 74.5% are aware of adverse effects of smoking and they consider that it causes bad 
effects on respiratory system and oral hygiene. Most of the smokers use tooth paste to get rid of 
bad breath. About 59% people visited dentist only when some oro-dental problem arises. According 
to dentist 39.5% of smokers have adverse oral health status. 


CONCLUSION: 

Despite of knowedge of adverse effects of smoking and complaining of bad breath and other 
conditions related to oro-dental hygiene, majority of them were engaged in regular smoking and 
they are still satisfied from their oral health , 

KEY WORDS: Oro dental hygiene, adverse Oral health, 


INTRODUCTION 

Smoking is a practice where a substance, most commonly tobacco, is burned and the smoke 
eas absorbed or inhaled. This is primarily done asa form of recreational 
ara eae Gal drug use, as combustion releases the active substances in drugs 


Head Department of Community such as nicotine and makes them available for absorption through 
Medicine Northwest the lungs 
raizgul_70@yahoo.com : 
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Smoking is a greater cause of death and disability than any single disease. Despite of great number 
of morbidity and mortality caused by smoking still a large number of people in the world smoke one 
way other”. Most people who smoke so because they can’t stop. Nicotine is a highly addictive 
substance that makes people feel energized and alert.* Tobacco advertising also has a big influence 
on why people smoke. For years, the industry has focused on making smoking glamorous through 
advertising in movies, television, and billboards. Smoking produces a feeling of satisfaction that’s 
difficult to give up *. Smoking is a social activity as well. Many people who smoke do so as way to 
start conversations and interact at parties or in social gatherings.. This is known as “social smoking’ 
and it usually involves alcohol as a complement °. Many teenagers start smoking due to peer 
pressure. They may also smoke to feel more mature or as a form of rebellion against parental 
authority ©. It has been proved that children are also more likely to smoke if their parents do. 
According to WHO figures, it is responsible for approximately five million deaths worldwide every 
year. Tobacco smoking is a known or probable case of approximately 25 diseases, and even the 
WHO says that its impact on world health is not fully assessed’. Studies conducted in UK show 
that smokers in their 30s and 40s are five times more likely to have a heart attack than non- 
smokers’. If you smoke for a lifetime, there is a 50% chance that your eventual death will be 
smoking-related-half of all these deaths will be in middle age’. Smoking also increases the risk of 
having a stroke. Another primary health risk associated with smoking is lung cancer, which kills 
more than 20,000 people in the UK every year'®. Smoking also increases the risk of oral, uterine, 
liver, kidney, bladder, stomach and cervical cancers, and leukemia"'. Smoking adversely affects 
the reproductive system, especially in women. Men experience lower sperm count, more abnormal 
sperm with decreased motility’. Smoking in pregnancy greatly increases the risk of miscarriage, 
is associated with lower birth weight babies, and inhibited child development’. The WHO expects 
the worldwide heath toll to reach10 million, causing 17.7% of all deaths in developed countries by 
the year 2020. There are believed to be 1.1 billion smokers in the world, 800 million of them in 
developing countries *. Apart from having adverse effects of smoking on our general health, 
smoking also has very adverse effects upon our dental health and is responsible for many oro 
dental problems. Cigarettes aren’t the only products to blame. All forms of tobacco, including cigar, 
smokeless tobacco and hoka water pipes, pose dental health concerns'®. Chronic persistent 
smokers are more prone to develop the following oro dental problems more frequently as compared 
to non-smokers. 


Persistent bad breath, discolored teeth, An increase of calculus (tartar) build-up, periodontal (gum 
and cone) disease that may progress more quickly and be more severe than in non-smokers, jaw 
bone loss, shifting teeth, oral cancer, mouth sores, root caries (cavities), sinusitis, hairy tongue, 
smokers lip (like a burn), Altered sense of taste and smell, Delayed wound healing'®. As many as 
40% men and 8% women in Pakistan smoke regularly. While tobacco use is declining in most other 
countries of the world, sadly it is on the rise in Pakistan. If we don’t take any action, the current 
global death toll of 5 million per year from tobacco use will increase to 10 million per year by 2025. 
In Pakistan, estimated 100,000 people die every year form tobacco related diseases "’.In response 
to intense pressure and lobbying of national and international organizations, the government of 
Pakistan has changed the health warning from “smoking is injurious to health-ministry of Health”. 
To “smoking causes cancer and heart diseases-ministry of health” and now it is at more prominent 
place on cigarette packet- both in national language (urdu) and English"®.The solution to the 
problem is not just maintaining good oral hygiene but to get health professional motivated to support 
and assist you not only in creating awareness among the people to change their attitude but also 
to adopt healthy practices in their routine life.*? Men and women of all ages experience major and 
immediate health benefits when they quit smoking. Ex-smokers have a decreased risk of heart 
disease, respiratory illnesses, strokes and many cancers. In fact, after 15 years, an ex-smokers risk 
of death is similar to that of a person who has never smoked?°. 
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Quitting will have a significant, positive impact on oral health as well, reducing the rate and incidence 
of gum disease, oral cancers and bone and tooth loss; keeping teeth whiter and allowing sores to 
heal and disappear?** The main purpose of this study was to Assess the knowledge/awareness, 
attitude and practices of patients about adverse effects of smoking on their health particularly oro- 
dental health and to recommend measures for general public to improve their orodental hygiene. 


RESULTS: 
AGE OF SMOKERS 


PERCENTAGE 
12.50% 
55% 
[60 Cs 15% 
8.50% 
9% 
100% 


Table No: 1 


| S.No | 
ee 
|2 | 
| 3 | 31-40 YEARS | 
|4 | 
| 5 
| 


@ OBSERVATIONS 


5 6 © © © 
CP SC LC SE 
ROR CACC AEEOS 
S° BS) 

ay oY yy oy 





Table and graph 1 indicates numbers of smokers in different age groups. It shows that (12.5%) of 
smokers are in 10-20age. 50 220 (55%) of smokers are in 21-30 years of age. 60 (15%) are in 31- 
40 years age group. 36 (9%) smokers came in range of 51-60 years of age while 34 (8.5%) of 
people are 41-50 years of age. 


PRODUCTS USED FOR SMOKING 


Table No:2 


PRODUCTS USED 
| S.No FOR SMOKING OBSERVATIONS | PERCENTAGE 


CIGARETTE 2% 


|4 | oTHERS 


TOTAL 100% 
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Table and graph 2 shows that 352 (88%) of people smoke cigrate, 24(6%) people smoke huka, 
8(2%) people smoke cigar, 16(4%) people have other smoking method 


NUMBER OF TIMES SMOKING DONE EACH DAY 


Table: No: 3 


feotmes 8 ide 
23. 
400 












MORE foo tm 
TOTAL 400 —=«dd 100% 


SMOKING DONE EACH DAY 


@ OBSERVATION 





1-3 4-6 7-10 MORE 
TIMES TIMES TIMES 


Table and graph 3 shows that 106 (26.5%) people smoke 1-3 times a day.102 (25%) people 
smoke 7-10 times a day. 98 (24.5%) people smoke 4-6 times a day, while 94 (23.5%) people 
smoke more than 10 times a day. 
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REASON FOR STARTING SMOKING 


Table No: 4 


REASON FOR STARTING 
SMOKING OBSERVATIONS | PERCENTAGE 


INFLUENCE/ELDER 
SIBLINGS 1.50% 


Ea 
PRESSURE 164 41% 
fs 
fs 
ra 
Ed 


RESONS FOR STARTING SMOKING 
1% 


M@ PARENTAL 
INFLUENCE/ELDER 
SIBLINGS 

M@ FRIENDS/PEER 
PRESSURE 

M@ ADVERTISEMENT 


Table and graph 4 shows that how people started smoking. 164 (41%) started to smoke because 
of peer pressure, 136(34%) started smoking because of some stress. 62 (15.5%) were influenced 
by advertisements, 32 (8%) started because of other reasons while 6 (1.5%) started because of 
parental influence 





DURATION OF SMOKING 


Table No: 5 


| S.No | DURATION OF SMOKING | OBSERVATIONS | PERCENTAGE 
[1 | 1-5 years 


6-10 YEARS 


11-15 YEARS 10.50% 


|4 | 16-20YEARS 9.50% 


TOTAL 400 100% 
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Table and graph 5 depicts duration of smoking. 196 (49%) people smoke for the last 1-5 years. 
124 (31%) for 6-10 years. 42 (10.5%) for 11-15 years. 38 (9.50%) are smoking from last 16-20 
years. 
TYPES OF SMOKING 
Table No: 6 


| S.No | TYPES OF SMOKING | OBSERVATIONS | PERCENTAGE | 
14 |conrnuous |e atm 
|2_ | woncontinuous |236 | 50% 
| froma, too 00% 


TYPES OF SMOKING 


@ CONTINU 
OUS 
NON-CONTINUOUS 


Table and graph 6 depicts number of continuous and non- continuous smokers. 236 (59%) were 
non-continuous while 164 (41%) were continuous 





AWARENESS ABOUT BAD EFFECTS OF SMOKING GENERAL HEALTH 


Table No: 7 


AWARENESS REGARDING BAD 
EFFECTS OF SMOKING ON OBSERVATIONS | PERCENTAGE 
ORAL HEALTH 


a ives ase 50.50% 


[2 {no FF ——Cisdf twa 0 5 0% 
| | rota f400 «| 100% 
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Table and graph 7 depicts no of people aware or not aware of bad effects of smoking. 298 
(74.5%) were aware of bad effects of smoking, while 102 (25.5%) were not aware 


BAD EFFECTS OF SMOKING ON ORAL HEALTH 
Table No: 08 


| REE SLE | esmeTow [rcaraae 
1 |eapereaH ts 50 
2 |icresseocacuuus [ss 1.5m 
|3__| DISCOLORATION OF THEETH [70 | 17.5% 
|4|toorHra sz 0% 
|5__|ORA.ULCERSIMOUTHSORES |48 | 12.0% 
}6 |Rootcarres fa 6.00% 
1 


ALTER SENSE OF TASTE AND 
7 SMELL 3.50% 
[8 | oTHERS 4 0% 
|__| ToTaL |4o0_ | 100% 


Note: Subjects Were Given the Option To Choose More Than One Effects 





BAD EFFECTS ON ORAL HEALTH 
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@ INCREASED CALCULUS 
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Table and graph 8 shows the effects on oral health noticed by the smokers. 150(37.5%) complains 
of bad breath, 58 (14.5%) people increase calculus 70 (17.5%) people complains of dislocation of 
teeth, 32(8%) people complains tooth fall, 48(12%) complains of oral ulcers, 24(6%) complains of 
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root carries, 14 (3.5%) complains of altered sense of taste and smell and 4(1.0%) have complains 
of different other effects. 
SOURCE OF INFORMATION REGARDIN THE BAD EFFECTS OF SMOKING ON GENRAL 
HEALTH 
Table No: 09 


SOURCE OF INFORMATION [| OBSERVATIONS | PERCENTAGE 
REGARDIN THE BAD EFFECTS 

OF SMOKING ON GENRAL 
/4 | MASS MEDIA 41.50% 
|2_ | community 27.00% 
FRIENDS jes 17.00% 
}4 | DENTIST 14.50% 
| | Tora. 100.00% 


SOURCE OF INFORMATION REDARDING THE BAD 
EFFECTS OF SMOKING ON GENRAL HEALTH 


@ OBSERVATIONS 





Table and graph 9 indicates different sources of information regarding effect of smoking. 
166(41.5%) got information form mass media108 (27%) got information from community, 68(17%) 
got information from friends while 58(14.5 %) form dentist 


PRODUCTS USED FOR GETTING RID OF BAD BREATH 
Table No: 10 
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Table and graph 10 illustrates that what are the products used for getting rid of bad breath. 
150(38%) people use toothpaste. 102(25.5%) use mouth freshener. 70(17.5%) people use 
maswak. 48(12%) smoker use mouth wash, while 30 (7.50%) uses other remedies to get rid of bad 
breath. 


DENTAL VISITS IN A YEAR 


Table No: 11 
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Table and graph 11 shows number of dental visits by smokers in a year. 14 (3.5%) visit dentist 
twice a month. 14 (3.5% visit dentist once a month. 20 (5%) visit dentist every 3 months. 28 (7%) 
visits once every 6 month. 242 (60.50%) visits when problem arises and 82(20.5%) people never 
brush their teeth. 


DAILY BRUHSING 
Table No: 12 


AILY BRUSING | OBSERVATIONS | PERCENTAGE 


D 


DAILY BRUSING 


@ OBSERVATIONS 
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Table and graph 12 shoes number of times people brush daily. 186(46.5) people brush teeth once 
a day, 164(41%) brush teeth twice a day 40 (10%) people brush more than twice a day. 20(10%) 
people brush more than twice a day. 10 (2.5%) people never brush their teeth 


RODUCT USED FOR BRUSHING 
Table No: 13 


PRODUCT USED FOR 
| S.No | BRUSHING OBSERVATIONS | PERCENTAGE 
|1__| tooth RusH 67.50% 


MASWAK 25.75% 


[3 DANDASA 6.25% 
[4 | OTHERS 0.50% 
| | TOTAL 400 100% 
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Table and graph 13 shows the product used for brushing. 270 (67.50%) use tooth brush for 
brushing. 102(25.50%) use maswak and 25 (6.25%) use dandasa , while only 2 patients were using 
other home remedies for cleaning their teeth. 


BRAND OF TOOTHPASTE USED 
Table No:14 





TOOTHPASTE BRAND 


@ COLGATE 

@ CLOSEUP 

@ PEPSODENT 
@ MEDICAM 
&@ OTHERS 





Table and graph 14 shows the brand of tooth paste used mostly. 160 (40%) people use Colgate. 
72(18%) use Closeup. 52 (13%) use Medicam while, 16 (4%) use Pepsodent. 100 (25%) use other 
brands. 
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KNOWLEDGE REGARDING PROPER WAY OF BRUSHING 
Table No: 15 


KNOWLEDGE 
REGARDING PROPER OBSERVATIONS | PERCENTAGE 
WAY OF BRUSHING 
ves sts 


1 | ves 
20 [Nowe tom 
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KNOWLEDGE REGARDING PROPER WAY 
OF BRUSHING 


Table and graph 15 shows that how many people know the proper way of brushing. 324 (81%) 
know the proper way of brushing. While 76 (19%) don’t know the proper way of brushing. 











PRODUCTS USED FOR MAINTAING ORAL HYGIENE 
Table No: 16 


PRODUCT USED FOR 
| S.No MAINTAING ORAL HYGIENE OBSERVATIONS | PERCENTAGE 
fy _| mouTH wash 
[2 ‘| Floss 


DANDASA jes 
OTHER peo 15% 





TOTAL 100% 
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Table and graph 16 shows that what other products are used to maintain oral hygiene. 240 (60%) 
use mouthwash. 64(16%) people use dandasa. 60(15%) use other products.36(9%) use floss. 


USE OF MEDICINE FOR DENTAL PROBLEMS 
Table No: 17 
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USE OF MEDICINE FOR DENTAL PROBLEMS 





Table and graph 17 shows number of people using or not using medications for dental problem. 
112 (28.17%) people are using certain medication while 288 (72%) people are not suing. 
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ORAL HEALTH STATUS ACCCORDING TO DENTIST 
Table No: 18 
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Table and graph 18 indicates the oral health status of subjects according to dentist. 170 (42.5%) 
have average health, 158(39.5%) have bad oral health, 42(10.5% have good oral health, while only 
30 (7.5%) have very good oral health status 


REASON OF BAD ORAL HEALTH 
Table No: 19 


| S.No | REASON OF BAD ORAL HEALTH | OBSERVATIONS PERCENTAGE 
[1 | sMoKiNe 53.00% 
[2 | Foop 
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Table and graph 19 shows the reasons for bad oral health, 212(53.00%) people considered 
smoking as a cause for their bad oral health, 81 (20.25%) considered poor oro-dental hygiene as a 
cause, 61(15.25%)considered food as a cause, while 46(11.50%) gave other reasons 


SLEF SATISFACTION ABOUT ORAL HEALTH 
Table No: 20 
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Table and graph 24 shows the no of people satisfied or not satisfied by their oral health. 296 (74%) 
are satisfied by their oral health while104 (26%) are not satisfied by their oral health. 


DISCUSSION 


Our results show that majority of the patients visiting the dental OPD were young to middle aged 
males. The highest prevalence of smoking among males was seen in those aged 21-30 years and 
majority of them smoke cigarettes. Our study findings are similar to those of a study conducted by 
Department of International Health; USA Our study also reveals that 88% of the smokers smoked 
cigarettes .*2 While trying to find out the conditions or factors that compel people to smoke, we found 
that peer pressure is the major cause leading to increased prevalence of smoking. 41% of the 
smokers were made to smoke by their friends. 34% of the smokers started smoking because of 
stressful life conditions. Advertisement also plays some role but only 8% of the smokers were 
influenced by the advertisements, maybe because of the ban imposed on cigarette advertisements 
by the government. Similar results were almost obtained by other studies conducted where peer 
pressure and stressful life were found to be the most common factors responsible 7° We all know 
that the longer we are exposed to the risk factor more are chances of the disease occurrence. Our 
study however failed to establish such a relationship between the duration of smoking and its 
effects. 26.5% of the smokers smoked 1-3 times a day whereas 25.5% smoked 7-10 times a day, 
none of the patients were chain smokers. Researchers have proved in their studies the association 
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of duration of smoking with different serious diseases like lung cancer.** Surprisingly majority of the 
smokers coming to the dental OPD for some dental problem were just beginners. 49% of the 
smokers were smoking for 1-5 years and yet they were facing the dental problems while those who 
were smoking for 6-10 years accounted only 31% of the smoker patients, similarly those smoking 
for 11-15 years accounted 10.5% smoker patients. In an attempt to find out the knowledge and 
awareness among smokers regarding the effects of smoking on general health and oral health in 
particular, we were surprised to find out that majority of the smokers were still smoking in spite of 
knowing the ill effects of smoking. According to our study 74.5% of the smokers were aware of ht 
bad effects of smoking on health, out of which 55% thought that smoking caused reparatory 
diseases while 16% thought that heart was affected by smoking. The same trend has been 
observed by other researchers in their studies that majority of the smokers continue with this bad 
habit despite of knowing its adverse effects.”° As far as the source of the information regarding the 
bad effects of smoking is concerned, mass media, whether it is newspaper, television or internet is 
playing its role in creating awareness among the population. In this regard 34.8% of the smokers 
got information through mass media. Here we must not forget that it is also the mass media that in 
some way is responsible for promoting cigarette smoking as a symbol of status and courage and 
therefore is contributing to the increased prevalence. Majority of the smokers had problem of bad 
breath and to overcome this problem 73% of the smokers used tooth paste, while a few used 
additional products such as mouth freshener 28.5% maswak 24.5% and mouth wash 17%. Here 
majority of the smokers were using a combination of two or more products. Use of tooth paste and 
mouth fresheners were commonly used products by majority of people for their oro dental hygiene 
in results of other studies.7° In Pakistan the concept of regular dental visit is yet to be established. 
Through our study we were able to find out that majority 59.5% of the smokers visited the dentist 
only when they had some dental problems while 20.5% of the smokers had never visited the dentist 
before. 46.5% of the smokers brushed once a day while 41% had the habit of brushing twice daily. 
2.5% of the smokers never bothered to brush. Majority of the smokers brushed their teeth in morning 
before breakfast. Regarding the knowledge among smokers about the proper way to brush, 81% of 
the people said that they were aware of the proper way to brush 80.5% of the smokers used 
toothpaste for brushing their teeth and the brand they preferred was Colgate. The increased 
preference for Colgate may be due to the fact, that our study was conducted in two of the dental 
hospitals where Colgate has been arranging free dental checkups and free giveaways. Smokers 
often have dental problems and that is why we asked them whether they were using any 
medications. About 28% people used medication for various dental problems and these medicines 
were uSually prescribed by dentists. It is very important to know the oral health status of the smokers 
according to the dentist. According to the dentist majority of the smokers had an average to bad 
oral health status. 60.75% smokers were of the view that smoking was responsible for their poor 
oral health. Surprisingly, in contradiction to the dentist opinion about their oral health status majority 
of the smokers were satisfied with their oral health. 


CONCLUSION 

After going through our project findings we were able to arrive at a conclusion. According to our 
study most of the people preferred to smoke cigarette rather than other form of tobacco available. 
Though mostof the people were just beginners i.e., they had been smoking only for a short duration 
of period still they were encountering dental problems. Most of the people started smoking because 
of their friends/peer pressure but some other factors like stress, advertisements and parental 
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influence also contributed. 74.5% of people were aware of bad effects of smoking on health like 
lung cancer, coronary heart disease, bronchitis, stomach problem etc while 25.5% were unaware. 
Although many smokers knew the bad effects of smoking on their dental health which includes bad 
breath, discoloration of teeth and oral ulcers by they still choose to smoke. In our study most of the 
smokers use toothpaste to get rid of bad breath whichis the main problem they were encountering 
due to smoking, while others use mouth freshener, maswak and dandasa. Majority of the smokers 
59.5% visited dentist only when some dental problem arises. Very few people were found to be 
having routine checkups. Majority of smokers were using medicine for the oro-dental problems and 
these medicine were prescribed by the doctor/dentist. According to dentist 39.5% of the smokers 
had bad oro-dental hygiene for which the smokers considered smoking as a cause while 42.5% of 
the smokers had average oro-dental hygiene. Despite of all the problems these smokers were 
facing, still majority 74% were satisfied by their oral health status. 
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CAUSES AND PRESENTATION OF CERVICAL LYMPHADENOPATHY 
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ABSTRACT 


OBJECTIVE 
To determine the proportion of cervical lymphadenopathy in systemic diseases, their presentation 
and investigative tools. 


METHODOLOGY 

This descriptive study was carried out from 1*' July 2014 to 30 June 2017 in ENT and head and 
neck department Naseer Teaching Hospital and Town Teaching Hospital, Peshawar. Total of 270 
patients wth enlarged cervical lymph nodes, of either sex and of any age were approached for 
inclusion into the study. Patients wth suspected acute inflammation were given a trial of antibiotic 
and followed for two weeks were excluded from the study. Excisional biopsy of the lymph nodes 
was performed in all these patients wth six weeks or more duration. 


RESULTS 

In our study out of 270 patients, 158 (58.5%) were males and the majority of patients (63.3%) had 
ages from 11-40 years. Tuberculous cervical lymphadenopathy was diagnosed in 145 (53.7%) 
patients, reactive hyperplasia in 53 (19.6%), lymphomain 32 (11.8 %,) metastasis to cervical lymph 
nodes in 30 (11.1%), sarcoidosis in 7 (2.6%) and other very rare conditions as Kawasaki, Kikuchie 
and Rosi Dorfman were found in only one of each (0.4%). About 136 (50.4%) of the patients had 
involvement of multiple lymph nodes while 134 (49.6%) had single swelling. The matted lymph 
nodes were found in 162 (60%) whereas discretelymph nodes were found in only 108 (40%) cases. 
Cold abscess was found in 19 (7%) of patients. 


CONCLUSION 

Tuberculosis is the commonest cause of cervical lymphadenopathy, wth the majority of these 
patients having multiple lymph node involvement. In children, usually cervical lymphadenopathy is 
reactive or infective while in older age mostly metastatic. 


KEY WORDS: Cervical lymphadenopathy, Excisional biopsy of lymph nodes 


INTRODUCTION 
The term lymphadenopathy refers to the enlargement of the lymph nodes, either due to the disease 
of lymph nodes or secondary to the systemic diseases. The size of cervical lymph node less than 
1cm in diameter is generally considered to be normal. Different causes of cervical lymphadenopathy 
include infections, inflammatory diseases, degenerative diseases and neoplasms. ' 
Infectious/inflammatory causes of cervical lymphadenopathy are mainly tuberculosis, cat-scratch 
disease, syphilis, leprosy, actinomycosis, rhinoscleroma, and fungal infections. Granulomatosis 
Cavieepuiiennk with polyangiitis, Churg-Strauss syndrome, Behcet disease, chronic 
Dr. Arifullah Bangash granulomatous disease (tuberculosis), and sarcoidosis. Kimura's 
Tow n Teaching Hospital disease is one of the rare chronic inflammatory disorder 
Eat cen @hotral ae characterized by the head and neck lymphadenopathy.” 
ps://doi.ora/10.37 42. Toxoplasmosis is a parasite infectious disease caused by the 





araceliuler Toxoplasnia gondii. 

The diagnosis of cervical lymphadenopathy is mainly based on careful history and physical 
examination followed by different tools of investigation. The age of the patient gives clear clue in 
diagnosis of cervical lymphadenopathy, usually cervical lymphadenopathy in children is reactive or 
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infective while in older age mostly metastatic cervical lymphadenopathy noted.*Physical findings of 
enlarge lymph nodes like tenderness and fluctuations are important clues of infective diseases while 
hard and fixed lymph nodes indicate malignant process. In lymphoma, usually there are multiple 
enlarged nodes which feel rubbery to palpation. Constitutional symptoms such as fever, weight 
loss, fatigue or night sweats could suggest disorders such as tuberculosis, lymphoma, collagen 
vascular diseases, unrecognized infection or malignancy. The presence of fever is commonly 
associated with infections.°Cold abscess is a clinical feature of tuberculosis.°® 

The list of important investigative tools used to reach to the conclusion of cervical lymphadenopathy 
are ultrasound, FNAC, CT scan/MRI and excisional biopsy. Ultra sound is an excellent first line 
investigating tool for enlarged lymph nodes,using Grey ultrasound scale and avoids invasive 
procedures.’Fine needle aspiration cytology is minimal invasive procedure usually used to diagnose 
the cervical lymphadenopathy. To confirm the histopathological diagnosis, an excision biopsy is 
performed on the palpable and largest and easily excisable lymph nodes.®Computed tomography 
(CT) of the neck, chest, abdomen and pelvis is the most appropriate initial investigation following 


FNAC diagnosis of metastatic adenocarcinoma in cervical lymph nodes with unknown primary.° 


METHODOLOGY 

This descriptive study was undertaken from 1%‘ July 2014 to 30 June 2017 in ENT and head and 
neck department Naseer Teaching Hospital and Town Teaching Hospital, Peshawar. Total of 270 
patients with enlarged cervical lymph nodes, of either sex and of any age were approached for 
inclusion into the study. Patients with suspected acute inflammation were given a trial of antibiotic 
and followed for two weeks were excluded from the study. Excisional biopsy of the lymph nodes 
was performed in all these patients with six weeks or more duration. Written informed consent for 
recruitment into the study was obtained from all patients. 

Detailed history and physical examination were performed as part of routine clinical care. Lymph 
nodes were examined for site, size, number, whether matted or discrete, presence of tenderness, 
consistency, and their relation to underlying structures. Relevant investigations were carried out in 
all cases including screening for Hepatitis B and Hepatitis C infection, complete blood picture, 
erythrocyte sedimentation rate (ESR) and chest x-ray. Excision biopsy was performed. 

Statistical analysis was done using SPSS version 12. 


RESULTS 

Out of 270 patients, 186 (68.9%) were males and the majority of patients had ages from 12-40 
years. Tuberculous cervical lymphadenopathy was diagnosed in 141 (74.5%) patients, reactive 
hyperplasia in 30 (11.1%), metastasis to cervical lymph nodes in 18 (6.7%), lymphoma in 12 (4.4%) 
and Kikuchie’s lymphadenitis in 9 (3.3 %) cases. About 146 (80%) of the patients had involvement 
of multiple lymph nodes while 36 (20%) had single swelling. 189 (70%) of the patients had matted 
lymph nodes whereas discrete lymph nodes were found in only 36 (20%) cases. 

A single lymph node group was involved in 54 (60%) patients and more than 2 lymph node groups 
were involved in 11 (12.2%) patients. In 61 (67.8%) cases, there were matted lymph nodes, 
whereas 16 (17.8%) of the patients were having discrete lymph nodes. 

The posterior triangle (level V) was the most common site of lymphadenopathy in 45 (50%) patients, 
followed by upper deep cervical (level Il) in 28 (31.1%) and submandibular region (level |!) in 8 
(8.9%) patients. Cold abscesses were present in 7% as shown in table 2. 

Tuberculous cervical lymphadenopthy was the most common histological diagnosis in 141/270 
(52.2%) patients followed by reactive hyperplasia in 50/270 (18.5%), lymphoma 33/270 (12.2%), 
metastatic 29/270 (10.7%), other rare diseases like Kawasaki disease, Rosi Dorfman and 
Kikuchie’s were found in 1/270 (0.4%) each as shown in table 3. 
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Table;1, Demographic presentation 


Characteristics Number of patients 


Female 112/270 41.5% 
Less than 10 years 47/270 17.4% 
11-40 years 171/270 63.3% 


More than 40 years 52/270 19.3% 

Multiple lymph node groups 136/270 49.6% 

Discrete lymph nodes 108/270 40% 
Table 2; Involvement of lymph node groups and abscess 


Pretracheal 17/270 
Cold abscess 19/270 


Table 3: Etiology of cervical lymphadenopathy 


Figure 1; levels of cervical lymph nodes 
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Grey Ultra Sound Scale 


* __| sles canbe as lange os metas rodes), 
nodes can be as large as metastatic nodes), 
lace erica nodes tend to be round with a short to long axes ratio greater 
eee 0.5, while reactive or benign lymph nodes are elliptical in shape, 


Borders Metastatic lymph nodes tend to have sharp borders whilst benign lymph 
nodes usually show un-sharp borders (metastatic nodes with extra cellular 


spread may demonstrate ill-defined ce 


Echogenecity | Metastatic lymph nodes are predominantly hypoechoic relative to the 
adjacent musculature, (metastatic nodes from papillary carcinoma of the 
iNeceeE 1 roid are usually h Peneacceneeree Te in ee ee 


| Intranodal necrosis may be found in metastatic and tuberculosis nodes, _| necrosis may be found in metastatic and tuberculosis nodes, 


Necresis Metastatic cervical nodes from papillary carcinoma of the thyroid tend to 
show Calcification. 


DISCUSSION 

Cervical lymphadenopathy is a manifestation of a spectrum of diseases ranging from infective 
process to malignant diseases, thereby invasive diagnostics procedure are required to reach to the 
proper diagnosis"®. In most of the studies, the most common diagnosis in adults was malignancy 
while in children infections and benign masses were common.Although infectious causes of 
lymphadenopathy are more prevalent in the pediatric population compared with adults, neoplasms 
should also be considered.'' Imaging studies, like ultrasound, can provide valuable information for 
accurate diagnosis.'? Fine needle aspiration cytology (FNAC) of lymph nodes is a simple and cost 
effective, out-patient procedure used for diagnosis of various causes of lymphadenopathy, without 
serious complications. Overall fine needle aspiration cytology accurately predicted the histological 
findings (89%) with a sensitivity of 93.1%, specificity of 100%.'° In our study tuberculous cervical 
lymphadenopthy was the most common histological diagnosis in 141/270 (52.2%) patients 
followed by reactive hyperplasia in 50/270 (18.5%), lymphoma 33/270 (12.2%), metastatic 
29/270 (10.7%), Kawasaki disease In Uganda the major causes of cervical 
lymphadenopathy were: tuberculosis (69.4%), Kaposi's sarcoma-KS (10.2%) and reactive 
adenitis (7.4%)."* Our study also found very similar findings to a study conducted in 
Kathmandu'®. Lymphadenopathy in HIV/AIDS patients may reflect a serious condition, 
most likely tuberculosis and lymphoma. Since patients might underestimate 
lymphadenopathy, physicians would rather list these entities for diagnosis. ' 

In a study at University Medical Center Homburg/Saar, the distribution of the most common 
pathological conditions was as follows: Non-specific reactive hyperplasia (35.5 %), metastases 
(34.3 %), lymphoma (16.3 %), granulomatous lesions (6 %), abscess formations (2 %), necrotic 
lymphadenitis and Castleman's disease one case of each.’ In a study in Kolkata, tuberculous 
lymphadenitis was the most common finding (46.7%), while reactive hyperplasia (45%) in patients 
less than 20 years of age. Malignant pathology accounted for 13.7% of cervical lymph node 
enlargement, most of which was due to metastatic squamous cell carcinoma (67.7%). 8 





CONCLUSION 

> In children, usually cervical lymphadenopathy is reactive or infective while in older age mostly 
metastatic. 

> Tuberculosis is still the commonest cause of cervical lymph node enlargement in our setting in 
Pakistan, usually involving multiple lymph nodes. 

> Lymph node excision biopsy is a well-established diagnostic procedure practiced worldwide. 
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ABSTRACT 


OBJECTIVE: 
The aim of this study is to determine the trend of poisoning due to household substances in 
Peshawar. 


METHODOLOGY: 

This was a retrospective observational study. All the information related to poisoning including mode 
of transmission, duration of poisoning, demographic information, duration of hospital stay, name of 
poison, amount of poison ingested, inhaled and intension of poisoning was from the medical record 
room of Khyber Teaching Hospital (KTH) casualty department. The cases reported wth a history of 
household poisoning were recorded for a period of one year from February 2016 to January 2017. 


RESULTS: 

Among the total 217 patients, males female ratio was 1.3:1 where male 114 (51%) whereas 104 
(49%) females, whereas intensity to commit suicide is more in females. Tablet overdose cases were 
73 (34%) and poisoning due to common household poisons such as mosquito repellant, rat killer 
poison, kerosene oil, detol and detergents were 87 (36%). Victims inhaled and ingested 
Organophosphorous accidently and intentionally were 62 (28%). Suicidal tendency was determined 
to be a hallmark among females. The age group between 18 to 31 year were found highly motivated 
to harm themselves. It was showed 196 (91%) patients consume wth intention of suicide and only 
20 (9%) were found accidental victims of poisoning. 


CONCLUSION: 

It was concluded that easy accesses to anti psychotic drugs wthout registered doctor's prescription, 
self medication, over dosage and rat killing pills were found the most prevalent cause of poisoning 
among victims belonging to low socioeconomic status. It was also indicated in the study that most 
of the accidental incidents happed at home when victim was either alone or left unattended. 


KEY WORD: Poisoning incidences household substances 


INTRODUCTION: 
Acute poisoning and chemical exposure is a growing problem around the world [1]. The number 
incidence recorded at KTH are just the mere image of poisoning incidence happening in the 
community. According to the study conducted at three major hospital of Rawalpindi district showed 
that the trend of poisoning has been increased many folds since last decade [2]. Most of the 
incidences of poisoning reported were female and children from 
the rural population living within district Peshawar. Unintentional 
Dr. Rizwan Zafar Ansari or accidental poisoning causes an estimated 180.4 thousand 
Associate Professor Head of Department | (180400) deaths per year [3]. Mortality rate due to this cause 


CORRESPONDENCE 


he ee was 4 per 100,000 inhabitants, constituting the 47th specific 


Email address: dirmededu@gmail.com cause of death [4]. 





Pe Se Gee SOREReE Acute accidental poisoning is highly commonin children [5]. In 


https://dol.org/10.37762/jgmds.4-2.23 a national health survey of Pakistan, poisoning was the second 
commonest cause of unintentional injuries to children under the age of >5 years or below [6]. 
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Exposure to house hold poisons is frequently found in younger age group probably due to 
inquisitiveness to explore things. 

A study conducted at tertiary care hospital showed that poisoning was most common among two 
to five year of age (54%) [7]. Acute poisoning due to cleaning agents, detergents and disinfectants 
were due to exposure of an individual to a substance that can cause symptoms and signs of 
breathlessness, corrosion or damage to organs leading to irreversible damage to the living tissue 
or death. It is one of the major cause of pediatric poisoning. The incidence of acute poisoning in 
children is reported to be 0.33% to 7.6% more frequent in the summers [8]. There are certain 
factors that predispose to accidental poisoning in children like age socio-economic status, residence 
in urban or rural areas, education of mother, improper storage of harmful house hold products 
including kerosene oil, bleach and easy accessibility of medicines to children [9]. 

A study conducted at Rawalpindi General Hospital showed that poisoning was most common 
among two to five year of age (54%). The spectrum of poisoning is also getting broader and involved 
many aspects such as children of people working in paint and distemper manufacturing industries. 
Arsenic, lead and mercury are used frequently in local beauty makup powders and the workers may 
inhale these poisons [10]. The second most common cause of intentional poison in coastal areas 
of south india were found to be inebriants such as fuel inhalation and insecticide spay 
(organophosphrous compounds) [11]. The reasons for these hanging trends are socioeconomic 
patterns, new development of drugs accessibility to chemicals, agricultural modernization, green 
revolution in various regions and easy access to over-the-counter (OTC) drug [12]. Low 
socioeconomic status, joblessness, young age marriages, drug addition, poor health are also 
contributing significantly. Studies from India had demonstrated this trend shift from arsenic to opium, 
barbiturates and then to organophosphates over two decades [13]. The current study was 
conducted to identify the common household substances which are life threatening. Chemical 
substances use in routine in houses are also found dangerous for child growth may cause retard 
mental growth. 


Materials and Methods: 

The retrospective study was conducted at Khyber Teaching Hospital Peshawar a tertiary care 
hospital having a flow of over 1400-1500 outdoor patients per day. Information was collected from 
the medico-legal clinics and record room of hospital emergency and autopsy center. The collected 
data was from February 20016 to January 2017. All cases of poisoning were collected; 
socioeconomic status, age, sex, occupation and other demographic details were analyzed along 
with frequency of commonly used substances and their clinical presentation by using SPSS 16. 
Snake bites, scorpion sting and food poisoning were not included in the study. 

The research approval was taken from Ethical Review Board of the KMC medical college. 
Permission to use data for research purpose was also taken from the Medical Superintendent KTH 
& Head of Causality department. The Duty Medico legal officer collected the case records from the 
Medical Records of emergency Department. Data was collected from the case records using a 
structured format (case Performa). The information included as questionnaire in the structured 
format including age, sex, marital status of the patient, mental health history, Family history, 
Name/type of poisoning agent, Management in the ward and ICU and drugs administered, 
Ventilator support, Duration of hospital stay, Outcome of the treatment. These case proforma data 
were finally analyzed with the help of a statistician using descriptive statistics. 


Results: 

The study included 217 cases of acute poisoning. Males were 114 (51%) and females were 104 
(49%). Tablet overdose cases were 73 (34%) and poisoning due to common household poisons 
such as mosquito repellant, rat killer poison, kerosene oil, detol and detergents were 87 (36%) 
(Table 1). Patients consumed Organophosphorous poisoning were 62 (28%). The poisoning 
showed 196 (91%) patients consume with intention of suicide and only 20 (9%) cases were of 
unintentional poisoning. 
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Out of 8 cases reported between 0-17 years 2 victims were of drug over dosage and the rest 6 were 
due to ingestion of mosquito repellent, kerosene and wheat pills. The probability of incidence of 
intentional ingestion is much higher among age group of 19-30. 31 victims reported respiratory 
distress due to inhalation of organophosphrous fumes. Anti-Psychotic drug overdose was 33 and 
mosquito repellent were 32 patients. After intensive care and management 202 (93%) patients 
recovered and 16 (7%) patients died. Intensive care management was done in casualty with 
antidotes such as Atropine, Oximes, Vitamin K, and Flumazenil. Other therapeutic drugs used were 
Antibiotics, Antiepileptics, Pantoprazole Antacids and Ondansetron. The female patients tend to 
consume tablets and mosquito repellent poison more than the Organophosphorous . The easy 
availability of tranquilizer drugs without prescription and self-medication might be one of the major 
reasons for the increased incidence of poisoning among urban and semi-rural general population 
especially among younger adults. Table 2: Survival rate of the poisoning cases. 

Out of 8 cases reported between 0-17 years 2 victims were of drug over dosage and the rest 6 were 
due mosquito repellent, kerosene, rat killer and wheat pills. The probability of incidence of 
intentional ingestion is much higher among age group of 19-30. 31 victims reported respiratory 
distress due to inhalation of organophosphrous fumes. Anti-Psychotic drug overdose was 33 and 
remaining (mosquito repellent, rat poison and acid) were 32 patients. After intensive care and 
management 202 (93%) patients recovered and 16 (7%) patients died. 

Intensive care management was done in casualty with antidotes such as Atropine, Oximes, Vitamin 
K, and Flumazenil. Other therapeutic drugs used were Antibiotics, Antiepileptics, Pantoprazole 
Antacids and Ondansetron. The female patients tend to consume tablets and mosquito repellent 
poison more than the Organophosphorous poisoning. 

The easy availability of tranquilizer drugs without prescription and self-medication might be one of 
the major reasons for the increased incidence of poisoning among urban and semi-rural general 
population especially among younger adults. Table 1: Total cases reported 217 1 MALE 114 (51%) 
2 FEMALE 104 (49%) 3 Age 0-17 8 (1.12%) 4 Age 17-30 31 (14%) 5 Tablet over dose 33(15%) 6 
Rat Pills 32(13%) 7 Intention of suicide 196 (91%) Table 2: 


Table 1: 


a a 
reported 


114 (51% 
FEMALE 104 (49% 


(6 | RatPills | 32(13%) 


Table 2: Survival rate of the poisoning cases. 
Deaths 16 7% 


Recovered 202 93% 





Table 3: Length of hospitalization in days (longer stay for ventilator support). 
OPC TAB OTHERS 


8 2 0 
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DISCUSSION 

The incidence of acute poisoning in Peshawar is far less as comparedwith the information collected 
from other provinces of the country. In southern region of Punjab the ratio of poisoning is higher but 
it is due to insect bite, snake and scorpion bite inside houses [14]. The sex ratio of patients who 
consumed poison was almost equal (1:1.02). The most common type of poisoning consumed by 
the patients was drug overdose (33%) after that insecticides (28%) and then rest of the agents 
(mosquito repellant, rat killer etc) were 38%. Most of the victims are the native of semi urban and 
urban category. The drugs which were misused for the purpose of poisoning were sedatives (38%) 
especially Alprazolam and Diazepam and antipsychotics (24%). All patients with rat poison had 
jaundice secondary to hepatotoxicity, whereas only one patient with drug poisoning had 
hepatotoxicity [15]. Results of our study showed tablet overdose as a major reason for acute 
poisoning followed by organophosphrous poisoning and rat pill [16]. Pyrethroids are the stbstances 
used in mosquito repellent. They are 2250 times more toxic to insects than humans. Their toxic 
effects are due to delayed closure of the voltage gated sodium channels and in higher doses act 
on the GABA chloride channels inducing seizures [17]. Most of the patients who had tablet overdose 
spent less duration of stay in the hospital. Another study revealed that there is rapid upsurge in 
patients consuming pesticide in a period of 3 years [19]. The most common agent used for poisoning 
is mosquito repellent followed by wheat pills (almunium phosphides) in married people[20]. For 
supportive management antibiotics, ondansetron, antacids, diuretics, antiepileptic and proton pump 
inhibitors were also used. Psychiatric counseling and therapy were given to most of the patients. 
Studies have reported that mislabeling and wrong container, like soft drink bottles as storage for 
Pesticide, cleaning product and kerosene, also contributed significantly as a risk factor in accidental 
poisoning [21]. It is suggestive that early identification of potential symptoms of depression, 
impulsive control disorders and anxiety in people and counseling will reduce the suicidal tendencies 
and decrease the rate of mortality and morbidity due to intentional poisoning. The scope of the 
study is limited due retrospective in nature, small sample size [22]. In our study we found that the 
majority of the patients are from low socioeconomic status middle aged from nearby urban 
community. The incidence and patterns of the acute poisoning were found to be highest due to 
tablet poisoning predominant in female and mosquito repellent poisoning being the second highest 
with male preponderance. We have also found that the commonly consumed drugs were, anti 
epileptic, benzodiazepines and antipsychotic agents [23]. Varius studies concluded support our 
finding and concluded that Tablet overdose was found to be the highest incidence and Pyrethroids 
compound poisoning is the second widely used agent for the acute poisoning in our study [24]. We 
also found that mosquito repellant liquid poisoning was common among female patients. Mosquito 
repellent and wheat pills poisoning is one of the easily available chemical agent responsible for the 
household poison consumption 
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CONCLUSION: 

It was concluded that easy accesses to anti-psychotic drugs without registered doctor’s prescription, 
self-medication, over dosage, wheat pills and ingestion of mosquito repellent were found the most 
prevalent cause of poisoning among victims belonging to low socioeconomic status. It was also 
indicated in the study that most of the accidental incidents happed at home when victim was either 
alone or left unattended. 
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ABSTRACT 


OBJECTIVE: 

Background: Worldwide oropharyngeal cancers are one of ten most common cancers. A multitude 
of factors are responsible for the development of oropharyngeal cancers. Some factors are non- 
modifiable like age, sex, genetics and many are modifiable risk factors like tobacco use, chewing 
betel nuts, eating paan, alcohol and UV light exposure etc. The main purpose of this study was to 
analyze frequency and different risk factors associated wth oropharyngeal cancers among males 
visiting tertiary care hospitals of Peshawar. 


METHODOLOGY: 

A cross-sectional study was conducted on 100 male patients having different cancers visiting 
tertiary care hospitals of Peshawar. Study duration was 5 months from January to May 2015. Non- 
probability convenient sampling technique was used. Semi-structured questionnaire, Patient’s 
record were used as data collecting tools. Different risk factors were assessed and analyzed. 


RESULTS: 

Frequency of oropharyngeal cancers was found to be 19%. Common risk factors among these 
patients were prolong Ultra violet light exposure (4-8 hrs) 74%, 42% were smokers, 42% had history 
of oral thrush, 37% patients were in a habit of taking snuff regularly, 36% history of leukoplakia and 
16% had smoked meat diet history. 


CONCLUSION: 

Prolong exposure to ultra violet radiations, smoking, snuff and human papiloma virus increases nsk 
of patients for oropharyngeal cancers. 

KEY WORDS: oropharyngeal cancers, leukoplakia, smokers, smoked meat. 


INTRODUCTION 
Cancer figures among the leading causes of death worldwide accounting for 8.2 million deaths in 
2012, lung, liver, stomach, colorectal and breast cancers cause the most death each year. ' 
In 2012, there were an estimated 14.1 million new cases of cancer in the world, 7.4 million (53%) 
in males and 6.7 million (47%) in female, giving a male: female ratio of 10:9.? 
Correspondence: In Pakistan in the year 2012 the total number of cancer cases and 
Dr. Nighat Musa death recorded in both genders combined was 148,041 and 
Paha apeen 101,113 respectively. Among men it was 63,451 and 48,449; and 
Email: nighatmusa@yahoo.com among women it was 84,590 and 52,664 respectively. The annual 
hiipszidolLorg'10.07762omds.4-2.24 age standardized incidence rate of cancer among men was 
96/100,000 and among women it was 127.7/100,000. The commonest cancer among men were (1) 
Lip and oral cavity cancer 10.5% (2)Lung cancer 9.8% (3)Prostate cancer and non- Hodgkin's 
lymphoma each 5.3%.According to the Shaukat Knanum memorial cancer hospital and research 
center. 
The research done in 2010 reveals that the most common cancer in adult male of KHYBER 
PAKHTUNKHUWA was (1) skin 8.9% (2) lymphoma 8.0% (3) oral cancer 7.1% (4) lung Cancer 
seems to be the most common but its incidence in only 4.9% (5) urinary bladder. 
Cancers related to the oral cavity is the 8th most common cancer in the developing world and 16th 
in the developed countries. It accounts for nearly 3% of all cancer cases worldwide.* 
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Risk factors for most of the cancers are Age, Smoking, Alcohol intake, Obesity, Poor diet, Lack of 
exercise, Prolonged exposure to sunlight and butternut chewing. Oral cancer represents 7.1%of all 
cancer among males of KPK reported in 2010.4 

About 95% of oral cavity cancers are squamous Cell carcinoma practically speaking cancer of the 
oral mucosais synonymous with squamous cell carcinoma. The non-squamous cell cancers include 
adenocarcinoma of minor salivary gland, malignant melanomas, clear cell and adenoid cystic 
carcinomas*Oropharyngeal cancer frequently involves tongue, alveolus, and floor of mouth, lips, 
palate, buccal cavity and walls of pharynx °. 

Known etiological factors in pathogenesis of oropharyngeal cancer include tobacco, alcohol, 
chewing betel nut and betel leaf (pan), poor or dental hygiene, nutritional deficiencies and ultra 
violet light in case of lips. Particularly implicated is the chewing tobacco. Non drinking smokers have 
two fold greater risk of developing these cancers than matched controls subject do. The risk of 
getting oral cancer increases 6-15 fold with alcohol use & smoking’. Tobaccocan be used in diverse 
methods that range from cigarette, cigar and pipe smoking to smokeless products, available in 
various forms and combinations. Several studies have shown a clear independent link between the 
use of tobacco, betel nut, areca and submandibular fibrosis, oral cancers, leukoplakia and other 
head and neck malignancies® According to the World Health Organization (WHO), tobacco is the 
single most preventable cause of death in the world today*.It is estimated that 5.4 million deaths 
currently occur every year due to tobacco use’’and projected figures show that by 2030 there will 
be more than 8 million deaths every year, of which 80% will take place in middle and low income 
developing countries °: 1°. 

Treatment of cancer has led to greatly improved survival and quality of life for cancer. Patients in 
the past three decades cancer has been treated by chemotherapy, radiations and surgery. In recent 
years Immunotherapy has been added to this list. Currently no national level of cancer registry 
program exists in Pakistan. The data available from different sources, necessary for incidence, 
prevalence, morbidity, mortality and etiological assessment of cancer and cancer control programs 
are from hospital or institutional data bases. 


METHODOLOGY: 

It was a simple descriptive observational study conducted on 100 male patients having different 
cancers visiting two tertiary care hospitals of Peshawar (Khyber teaching hospital & Hayatabad 
teaching hospital). This study was conducted for duration of five months from January to May 2015. 
Non probability convenient sampling technique was used. All male patients having any cancer at 
any stage was included in the study. Patients who were in their terminal stages or who were unable 
to understand or respond were excluded from the study. Pilot study was done on 10% sample size 
to check feasibility and applicability of the questionnaire. Data was collected from the patients after 
taking a verbal consent, on a semi structured questionnaire. Hospital records were also used as 
secondary data tool. Results were presented in the form of graph and tables. 


RESULTS 

The frequency of oropharyngeal cancers among males was found to be 19 cases (19 %). 06 cases 
were having benign condition and 13 were having malignant condition. 

Analysis of data showed that 07 cases from age group 14-34 years, 06 cases from 35-54 years and 
06 cases were from age group more than 55 years. Most of them were Pathans (84%) and 16% 
were Afghans having Persian language. Data showed that 89% belonged from rural area as 
compare to only 11% from urban area. Majority of these cases were having low income status 53% 
have < 10,000 per month, 42% were earning between 10,001-25000 per month and only 5% were 
having income more than 25000 per month. 

Regarding the genetics role in the disease, only 5% had a family history of oropharyngeal cancer 
and 95% had no positive relationship. Analysis of risk factors showed that prolong exposure to 
sunlight (74%), repeated oral thrush (42%), smoking (42%), leukoplakia (37%), snuff use (37%), 
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smoked meat (16%) and Human papilloma virus (11%) are the important risk factors for the 


development of oropharyngeal cancers. 


TABLE 01: FREQUENCY OF OROPHARYNGEAL CANCER AMONG MALES 
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TABLE 02: SOCIO DEMOGRAPHIC PROFILE OF OROPHARYNGEAL MALE PATIENTS. 


TABLE 03: RISK FACTORS ASSOCIATED WITH OROPHARYNGEAL CANCERS AMONG 
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The purpose of this study was to determine the frequency of oropharyngeal cancers and to assess 
socio-demographic profile and associated risk factors among males in Peshawar. Oral cavity 
cancers are the 8'" most frequently occurring cancers in the developing world and 16" in the 
developed countries. Analysis of data showed that the frequency of Oropharyngeal cancer among 
males in the tertiary care hospitals was 19% while in an article showing Pakistan country profile of 
cancer And cancer control from 1995-2004 showed that among makes 2™ most common cancer 
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was oral cavity cancer i.e.; 14.2%''. Our study data showed that majority of patients belonged to 
age group more than 35 years of age (64%). A study done in United States in 2009 showed that 
the risk of developing oropharyngeal cancer increases with age (more than 50 years) ‘2. 

Analysis of socio-demographic data showed 84% were Pathans and rest were Afghan patients. 
Majority of patients belonged to rural area (89%) and 68% were married. Majority (47%) had primary 
education and 36% were illiterate. Analysis of data showed that 53% of patients had monthly 
income less than PKR 10,000. A study done in Scotland from April 2002 — December 2004 also 
showed that oropharyngeal cancers were consistently associated with poor socioeconomic 
circumstances. Socioeconomic circumstances were measured at an individual level (education, 
occupational/social class and employment status). Smoking as a risk factor in this study was 42%, 
while a study done in 2002 in USA states that smoking is strongly associated with oral cancers 
(95%). In this study 10% cases showed positive association with HPV, whereas in a study done in 
2010 estimated that 8% of oral cancers and 14% of oropharyngeal cancers in the UK are linked to 
HPV infection. Regarding the non-modifiable risk factors as genetics, results of this study showed 
that only 5% cases had family history of oropharyngeal cancers. Whilea study done in United States 
in 2008 states that a family history of oropharyngeal cancer in first degree relatives increased the 
risk (95%) of having the disease. Oral thrush is an independent risk factor for oropharyngeal cancer 
and in our study it is 42% patients had oral thrush. A study done in 2012 in US showed 26% patients 
having oral thrush. History of leukoplakia and artificial dentures was found in 36% of cases of 
oropharyngeal cancer patients. Exposure to sunlight was 74% which is strong risk factor in the 
etiology of oropharyngeal cancers cases. 


CONCLUSION 

Study results showed that: 

1. Frequency of oropharyngeal cancers was 19%. 

2. Prolong exposure to sunlight (more than 4-8 hrs.), smoking, taking snuff, poor 
sociodemographic background, HPV and oral thrush infections and leukoplakia are key risk 
factors in development of oropharyngeal cancers. 
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TABLES AND ILLUSTRATIONS 

Legends to illustrations should be typed on the same sheet. Tables should be simple, and should 
supplement rather than duplicate information in the text; tables repeating information will be omitted. Each 
table should have a title and be typed in double space without horizontal and vertical lines on an 8-1/2”x11” 
(21.5x28.0 centimeters) paper. Tables should be numbered consecutively with Roman numerals in the 
upper right comer. If abbreviations are used, they should be explained in footnotes. When Graphs scatter 
grams, or histograms are submitted, the numerical data on which they are based should be supplied. All 
graphs should be made with MS Excel and SPSS software and be sent as a separate Excel file, even if 
merged in the manuscript. 
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S.I UNITS 
System international (S.I) unit measurement should be used. Imperial measurement units like 
inches, feet etc are not acceptable. 


FIGURES AND PHOTOGRAPHS 

Photographs, X-rays, CT scans, MRI and photo micro-graphs should be sent in digital format with 
minimum resolution of 3.2 mega pixels in JPEG compression. Photographs must be sharply focused. The 
background of photographs must be neutral and preferably white. The photographs submitted must be 
those originally taken as such by a camera without manipulating them digitally. The hard copy of the 
photographs if sent, must be uncounted, glossy prints 5’x7” (12.6x17.3 centimeters) in size. They may be 
in black and white or in color. Negatives, transparencies, and x-ray films should not be submitted. Numerical 
number in the figure and the name of the article should be written on the back of each figure/photograph. 
Scanned photographs must have 300 or more dpi resolution. The author must identify the top of the figure. 
These figures and photographs must be cited in the text in consecutive order. Legends for 
photomicrographs should indicate the magnification, internal scale and the method of staining. Photographs 
of published articles will not be returned. If photographs of patients are used either they should not be 
identifiable or the photographs should be accompanied by written permission to use them. 


REFERENCES 

The references must be written in Vancouver style, double- spaced and numbered as they appear 
in the text. The total number of references must not exceed 40 for original article and 100 for review article. 
Provide complete information for each reference, including names and initials of all authors when they are 
six or less. If there are more than six authors, list the first six followed by “et al’. The author name(s) and 
initials are followed by the title of the article, the name of the journal abbreviated according to the style 
followed in Index Medicus, year of publication, journal volume and number of the first and last pages. 


ABSTRACT 
Abstract of an original article should be in structured format with the following subheadings: 
i. Objective. 
ii. Design. 
iii. Place & duration of study. 
iv. Material & Methods. 
V. Results. 
vi. Conclusion. 


Label each section clearly with the appropriate subheadings. Background is not needed in an 
abstract. The total word count of abstract should be about 250 words. A minimum of 3 Key words as per 
MeSH (Medical Subject Headings) should be written at the end of abstract. Anon structured abstract should 
be written as case specific statement for case reports with a minimum of three key words. 


INTRODUCTION 

The section should include the purpose of the article after giving brief literature review strictly 
related to objective of the study. The rationale for the study or observation should be summarized. Only 
strictly pertinent references should be cited and the subject should not be extensively reviewed. It is 
preferable not to cite more than 10 references in this segment. Pertinent use of reference to augment 
support from literature is warranted which means, not more than 2 to 3 references are used for an 
observation. Data, methodology or conclusion from the work being reported should not be presented in this 
section. It should end with a statement of the study objective. 


METHODOLOGY 

Study design and sampling methods should be mentioned. Obsolete terms such as retrospective 
studies should not be used. The selection of the observational or experimental subjects (patients or 
experimental animals, including controls) should be described clearly. The methods and the apparatus used 
should be identified (with the manufacturers name and address in parentheses), and procedures be 
described in sufficient detail to allow other workers to reproduce the results. References to established 
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methods should be given, including statistical methods. References and brief descriptions for methods that 
have been published but are not well-known should be provided; only new or substantially modified 
methods should be described in detail, giving reasons for using them, and evaluating their limitations. All 
drugs and chemicals used should be identified precisely, including generic name (s), dose(s), and route(s ) 
of administration. For statistical analysis, the specific test used should be named, preferably with reference 
for an uncommon test. 


RESULTS 

These should be presented in a logical sequence in the text, tables, and illustrations. All the data 
in the tables or illustrations should not be repeated in the text; only important observations should be 
emphasized or summarized with due statement of demographic details. No opinion should be given in this 
part of the text. 


DISCUSSION 

This section should include authors comment on the results, supported with contemporary 
references, including arguments and analysis of identical work done by other workers. Study limitations 
should also be mentioned. A summary is not required. Any conflict of interest, however, must be mentioned 
at the end of discussion in a separate heading. 


CONCLUSION 
Conclusion should be provided under separate heading and highlight new aspects arising from the 
study. It should be in accordance with the objectives. No recommendations are needed under this heading. 


PEER REVIEW 

Every paper will be read by at least two staff editors of the Editorial Board. The papers selected will 
then be sent to two external reviewers. If statistical analysis is included, further examination by a staff 
statistician will be carried out. The staff Bibliographer also examines and authenticates the references. 
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* Allauthors should read the following carefully. A completed copy of this form must be signed byeach author and submitted 
along with the article * 
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The undersigned (after reviewing criteria for authorship as defined by International Committee of Medical Journal Editors [ICJME] 
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